Nitrofurantoin-induced diffuse lung toxicity is well documented in the literature but is often misdiagnosed. We describe an 82-year-old female medicated with nitrofurantoin for the previous 2 years who was admitted for dyspnoea, dry cough and fatigue for 4 months. She was febrile and tachypnoeic and she presented with bilateral basal crackles, hypoxaemic respiratory failure and slightly elevated C-reactive protein levels. A chest radiograph showed bilateral air-space consolidation and interstitial infiltrates and the high-resolution computed tomography scan was evocative of a perilobular pattern of organising pneumonia (OP). Due to the clinical-radiological context, she was diagnosed with a presumable nitrofurantoin-induced OP. She was started on prednisolone 60 mg daily with a progressive improvement. It is important that clinicians are aware of the spectrum of side effects associated with nitrofurantoin so as to monitor patients.
bilateral and basal areas of patchy alveolar infiltration, bilateral ground-glass opacification and some thick-walled bronchi with distortion (Fig. 2) . The pattern was highly suggestive of a "perilobular variant" of organising pneumonia (OP). Flexible bronchoscopy was unremarkable and the bronchoalveolar lavage (BAL) presented a cellular profile compatible with OP (63% lymphocytes [CD4/CD8 ratio 0.7], 8% neutrophils and 26% macrophages). Cytological, bacteriological and mycobacteriological examinations of BAL were negative. Lung function testing revealed a restrictive pattern [Tiffeneau index 0.76, FVC 62.4% predicted] with a diffusing capacity of the lungs for carbon monoxide (DLCO) of 29.7% predicted. A thorough medical history with a systems review was conducted and the patient reported recurrent urinary tract infections (UTI) that resolved after taking a "vitamin" advised by a family member. Upon accessing the computer drug-dispensing software, it was discovered that the patient was taking nitrofurantoin 100 mg every day for the past 2 years that had been prescribed by the family doctor at her request. Within the described context, a diagnosis of nitrofurantoin-induced OP was assumed. Due to old age and the presence of an elusive perilobular pattern for OP, a decision was made not to pursue biopsy. The patient was started on prednisolone 0.75 mg/kg/day with a rapid and sustained improvement making her discharge possible. The drug was obviously discontinued. After 12 weeks the patient was asymptomatic with a normal laboratory workup, a 20% improvement in FVC (82% predicted), a 16% improvement in DLCO (45.6% predicted) and radiographic normalisation (Fig. 1B) . She completed the planned tapering of prednisolone with clinical stability. 
